If central chondromata be excluded, no explanation of the pathology of these central benign tumours has yet been put forward which can command general acceptance. I would like merely to record two personal observations which, if they are sustained by the experience of others, may be of some interest in this connexion.
(1) The common site of occurrence, clinical features, radiographic appearances and results of operation are in essentials fairly constant, and are, to some considerable extent, independent of the contents of the cyst; while in some of the solid central tumours, different portions of the tumours may present respectively the histological characteristics of myeloma and of fibrous connective-tissue tumours; examples are also on record where a change from one of these characteristics to another has occurred, as shown by portions removed at different times from the same tumour. It seems possible, therefore, that some single, underlying primary pathology may account for all these conditions, and that differentiation into myelomatous or fibrous tissue or fluid may depend on some secondary factor.
(2) If one takes the most common of these cysts, that in the upper end of the humerus, it is remarkable that it is never seen until of a size sufficient to cause symptoms, although its subsequent increase in size is slow. In hospital practice one sees very many skiagrams of the upper end of the humerus of young children, chiefly taken because of suspected fracture of the clavicle, and it appears strange that one has never once seen an unsuspected cyst. I have wondered, therefore, if these cysts in the humerus do not make their first appearance as lesions of considerable size, owing to a fairly rapid transformation of structure affecting every part of a comparatively large area of bone simultaneously, brought about, perbaps, by some localized nutritional, metabolic, or developmental variation from the normal.
Treatment.-At the present time there appears to be a good deal of support for the conservative treatment of these cystic conditions when, as frequently happens, they are first recognized as the result of a more or less spontaneous fracture. Fracture through the cyst commonly results in extensive calcification in the central area, sometimes followed by definite ossification and complete obliteration of the lesion. In many cases, however, temporary diminution in the size of the cyst is followed, after a lapse of some months, by recurrence. It would appear reasonable to suppose that the success of conservative treatment depends largely on the nature of the cyst contents, which, as emphasized above, can rarely be predicted with certainty from the radiographic appearances. [June 6, 1928.] DISCUSSION ON THE TREATMENT OF HARE-LIP.
Professor VICTOR VEAU (Paris). DURING the past thirty years I have performed more than one thousand operations upon hare-lips, and have seen and studied over one hundred patients operated upon by other surgeons.
I have made.many mistakes, and have tried to discover why I did not obtain the results that I expected, and I have learnt that the surgeon must aim at reconstructing the layers in the exact position in which nature has placed them.
As the foundation of this surgery, I have studied the part the median tubercule plays in the constitution of the face. I have deduced a scheme which is my guide in the method which I indicate.
I shall discuss only the unilateral total hare-lip, which is the most frequent' and the most schematic.
Unilateral total hare-lip is characterized by the cleft of the alveolar border. There are typical cases and varieties; the typical cases are 72 per cent. of the total of unilateral total hare-lip. Figs There is a fundamental difference between the walls of the cleft; they are formed on each side by the skeleton and the lip.
The internal wall is extremely prominent owing to the protrusion of the intermaxillary with the incisors. The bone projects forward, more alarmingly than 1 In an article on " les formes anatomiques dii bec de lievre ordinaire " (Ann. d'anat. Patholog., May, 1925) I have indicated the relative frequency of the different forms, from 400 
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Veau: Hare-Lip dangerously. Before the cutting of the teeth at the age of our operations, this bone is covered by a hard, adherent mucous membrane, which cannot be utilized for the plastic. When the suture of the lip is finished, the protrusion of the bone is spontaneously reduced. The lip on this internal wall is drawn flat; it is necessary to suture the deep muscles in order to produce a good lip. The external wall, on the contrary, remains behind; it is gathered together, but it is like india-rubber, it encloses powerful muscles of marvellous elasticity. As soon as the frenum attaching the lip to the depths is sectioned ( fig. 1 ), it can be brought inside like a curtain in front of the hole which it closes. This frenum is constituted by the myrtiform muscles. In a recent work I have discussed the details of this frenum, which is the key of the operation.
The bone of this outside edge is very deeply placed behind the protrusion of the premaxilla and is not at all adherent to the soft part of the lip; this makes the operation much easier.
I have shown that all the floor of the nostril belongs to the median tubercle. To make a normal nostril you must take this floor on the inside wall; to do that I detach the mucous membrane widely from the premaxilla and the septum, and I suture it at the outside edge, which has been liberated so as to be mobilized in front of the cleft. This form represents 72 per cent.
Anatomical Varieties.-Besides these typical cases there are two varieties which the surgeon must know. (1) A bridge of integument is stretched between both walls (figs. 6 and 7).
These cases are much more favourable for the operation, because it is relatively easy to obtain a normal nostril. We shall see that the spreading out of the nostril is the great stumbling-block to the treatment of these cases.
This bridge is always in the same place, but it varies very much in thickness. Fig. 8 represents a filiform bridge; the photograph was taken soon after birth. This bridge broke spontaneously some weeks after.
These cases form 18 per cent. of the total of unilateral total hare-lip.
(2) Without Cleft Palate.-In 11 per cent. of the cases the cleft is localized at the lip and at the alveolar border. Fig. 9 represents this anatomical state. These cases are difficult to treat; the total disunion of the lip is more frequent than in typical cases.
PRINCIPLES OF OPERATION. In the treatment of unilateral total hare-lip, I try to avoid two defects almost always present in children correctly operated upon by the classical method. fig. 10 , taken from a child operated upon by Dr. Ahrmann (of Mulhouse). When the lower lip projects more than the upper the profile is very ugly. A frequent cause of spreading out the upper lip is the section of the bone done by some surgeons to push back the premaxilla, as they think this protrusion sometimes makes disunion noticeable. This is a regrettable practice-an error and a fault. The pushing back of the premaxilla does not prevent the nostril from spreading, gives an ugly lip, and greatly disturbs the development of the teeth. I absolutely condemn the method. Numerous photographs prove that I have succeeded in giving normal protrusion to the upper lip. I have almost always succeeded by two practices:
(1) I carefully suture the muscles of the lip, because I maintain that the protrusion of the lip is produced solely by normal growth of the muscles on a bone sufficiently projected.
(2) I do not take away the tegument, I preserve it wholly-but this is much less important than the suture of the muscles. FlatteniDg of the nostril: figs. 11 and 12, taken from a boy operated upon at Leipsic, illustrate this defect.
I have not always succeeded in completely avoiding it, but I now obtain nostrils that are not so flattened as formerly.~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~. I carefully reconstruct the floor of the nostril with a big flap of mucous membrane from the septum. Fig. 13 shows that in the young child at the age when we operate, the vomer is always curved. I take the mucous membrane of this curved septum and turn it to suture it to the external wall of the cleft. This method is d.erived from embryoe,aical conditions which I have discerned elsewhere. Normally, all the floor of the nostril is formed by the premaxilla. This premaxilla has remained inside the cleft of which it is rational to take the floor in order to replace it in its right position.
Happily the mucous membrane of the septum has marvellous plastic qualities; it is tough, never breaks, can be detached very easily and never mortifies, because it is very vascular. This practice has moreover the advantage of beginning from the first intervention the reconstitution of the palate, which becomes very easy.
There is a difficulty in the detachment of the big flap of mucous membrane of the septum, which is at the level of the furrow, behind the premaxilla; it is useful to begin the detachment very high on the septum, and to proceed from top to bottom. If the difficulty is appreciated, this is easily done, but great care must be taken at this point. Both spreading of the upper lip and flattening of the nostril are defects peculiar to the total form of the unilateral hare-lip. There are others common -to both forms. The most frequent is the irregularity of the cutaneo-mucous line. A lip can only be well formed if the continuation of this line is perfect. There must be neither the enclosing of mucous membrane in the skin (a frequent defect) nor the enclosing of the skin in the mucous membrane (a rare defect).
The lip is better when this cutaneous mucous line is very apparent, as its projection catches the light.
I have succeeded in making this line very apparent in tracing the little flap which is represented in fig. 17 .
The ideal lip is known in France by the English name of Cupid's bow ( fig. 23 ).
I do not know to what anatomical cause this curve is due. I obtain it sometimes, by the technique represented, but not always.
I do not know to what cause this difference in results is due, but I am still trying to discover it and do not despair of succeeding, by a slight modification of technique, in producing this curve, which makes the lip perfect. recognize) between the white buccal membrane and the red nasal mucous membrane.
The incision goes forward and turns round the premaxilla to the insertion of the lip ( fig. 14) .
Another incision is made across the vomer, perpendicular to the first and starting from A ( fig. 14) to permit the turning over of the flap. This flap of nasal mucous men , -Lie is easily detached and is a marvellous flap. It is difficult only on the anterior part, on the level of the premaxilla and in the ridge behind the premaxilla. The detachment is easier at the upper part of the septum. The unstuck flap is turned over ( fig. 15 ). On account of its elasticity it can be carried very far; however large the cleft may be, it reaches and goes beyond its external edge without difficulty. An incision is made across the ridge between the lip and the gum ( fig. 14 E) . Finally, a fourth incision is made along the external edge of the palatine plate.
Then the palatine mucous membrane is completely detached. This is very easy because it is not at all adherent. This detachment is extended as far as the posterior palatine artery, which is always preserved.
The detachment of the ala of the nose is very important; it permits the outside wall to be brought into contact with the inside wall. It is very easy as it is not at all adherent to the bone.
The region is then prepared for the suture (fig. 15 ). Behind, the palatine mucous membrane is sutured on the vomerian flap. In front, the edge of the flap is sutured at the cutting of the nostril.
Second step: reconstruction of the lip. mucous membrane; it is very important for the definitive scar. There must be no reciprocal enclosing.
The edges of incision are separated and quite isolated, the orbicular muscles are seen in the deep parts of the field.
The arrow ( fig. 16 ) indicates the direction where the detachment must be carried very high on the septum. The higher you go the more you lengthen the flap which must constitute the floor of the nostril. Difficulty arises from the fact that the lip is very variable, and also that as soon as you have begun the incision the field is obscured by blood. It is necessary to know exactly what you have to do, or else you are lost, and the result is a bad scar.
The separation of the line of incision must be carried rather far-it is necessary to see the muscles.
(c) Deep sutures.-I then place two stitches which I consider very important; thanks to them, total disunion is never observed, and partial disunion is very rare.
The first stitch is for the ala of the nose-outside, it is passed as shown in figure 18 , it grasps the muscles which are inserted on the ala. Inside, it is passed as also shown in figure The second stitch is for the muscles of the lip (fig. 19 ).
It is passed through the middle of the muscles and is knotted outside, taking any segment of mucous membrane in its loop. This thread is difficult to take out, but I use a very fine straight needle, threaded with arterial silk. To be sure of having a very good co-adaptation I use magnifying glasses arranged as spectacles.
The suture is prolonged into the nostril, as high as possible. Results of this technique are shown in the figures from 20 to 25. I wish to point out that my photographs, after operation, have not been retouched, and that the subjects were not "made up " with rouge or powder.
In cases of hare-lip there are always enough tissues, whatever the size of the cleft, to reconstitute a normal lip. It is for us to perform an anatomical operation which corrects the malformation by reconstructing all the layers which are divided.
Mr. C. H. FAGGE
said that for purposes of description hare-lips could be divided into three classes: (a) partial, (b) unilateral, usually associated with cleft palate, (c) bilateral. This subdivision was one of degree only, for, in all three classes, similar defects were present and similar problems had to be dealt with. In his experience class (a) was very rare and was usually associated with defects of the ala, so that it was necessary to plan operation on the same lines as that for a complete hare-lip, carrying the incisions into the nostrils, and freeing the ala, so as to bring it towards the middle line. In his experience operation on the lip alone was usually inadequate.
His views on the operative methods that should be adopted were based on the fact that, in his opinion, the tissues were deficient in every case, so that if the lip was made of normal depth, it would be defective in width and vice versa. The first defect which had to be dealt with was splaying out of the ala. This was corrected by mobilizing the ala and soft tissues of the cheek as far as the infra-orbital ridge. When bringing the ala inwards it was usually necessary to cut away part of the circumference of the nostril; this was done at the inner margin of the cleft: the reason for this was that otherwise the nostril might be too wide, and a wide nostril was second only to a deficient or rigid soft palate in the causation of defective speech; at the same time the nostril must on no account be made unduly narrow, for it was essential that natural growth should restore the symmetry of the face, which operation only made possible, and naturally growth could take place only if normal respiration was established through the nostril of the affected side. If the ala nasi was brought into the correct position the naso-labial sulcus would be restored, but there were two defects for which he (the speaker) bad so far found no adequate remedy: the first was the eversion of the ala. He had tried several methods in order to convert this into the normal inverted ala, but with only a very partial success. The second was depression of the apex of the nose on the affected side. [Photographs illustrating this deformity were sbown, and it was pointed out that some of these showed that the process of growth tended to diminish the deformity.] His own lip operation was founded on that of Mirault, but the incisions did not include the mucosa of the inner surface of the lip; the flap produced on either side was turned backwards and the two margins sutured together after excisingwhat was redundant; this was done to prevent the lip becoming adherent to the alveolus. It was important to insure that no mucous surface was left at the angle of the larger fragment, and the flap brought from the lateral margin of the defect to form the tubercle of the lip should be larger than appeared necessary at the time as shrinkage took place.
A very large number of his cases had been operated on during the first month or two of life when the lip operation was performed at the same time as that on the soft palate. The flaps of mucous membrane turned backwards towards the mouth were sutured with fine catgut and the muscles and connective tissue on either side were brought together by a continuous catgut stitch, the skin and lip edge being united with interrupted stitches of gossamer gut.
In some cases, particularly those of double hare-lip, a secondary operation was necessary to bring the upper lip forward, so as to correspond with the lower lip. He had never removed the premaxilla when operating on a double hare-lip, and many years ago gave up dividing its vomerine stalk, but in spite of this such patients were often "underhung," and this, in his opinion, was chiefly due to the tightness of the tissues of the lip. This deformity could be overcome by means of a prosthetic apparatus which carried any necessary teeth.
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At the second operation the lip was freed from the alveolus and the resulting raw surface epithelialized by means of a Thiersch graft after the method of Esser; the graft was secured in position by a mould of dental stent. By this means the superior labial fornix was deepened and Mr. Kelsey Fry was able to fit a suitable prosthetic apparatus bringing forward the upper lip and in most cases completely overcoming the deformity.
Mr. T. POMFRET KILNER.
In Mr. Gillies's absence I ana called upon to contribute to this discussion something from our joint experience.
The programme left little doubt that primary closure of lip clefts would be very fully discussed by earlier speakers and I therefore decided to deal chiefly with secondary operations on cases in which the primary operations have left much to be desired. Mr. Gillies and myself have had a considerable number of such cases referred to us during the last few years.
Before describing these operations, however, I should like to put forward a plea for perfectly simple primary reconstruction, point out those principles which we think should govern all hare-lip work, and briefly outline our own technique.
However small the parts, each element of the lip possesses its separate and distinct layers, and these, particularly the muscle layers, must be correctly approximated if balanced function is to result.
As in all plastic work, raw surface must be reduced to an absolute minimum, for raw surface means scar tissue and contraction.
We feel that no surgeon is justified in promising a perfect cosmetic result in one operation. The establishment of function, which leads to natural development and produces in the lip an ideal state for later cosmetic procedures, should be his main object.
All zig-zag incisions and flaps are, in our opinion, to be condemned. Our practice is to concentrate on the nostril and worry very little about the vermilion margin. We never try to equalize the sides of a cleft by elongating the shorter of the two elements by a Rose-type skin incision, for we feel that, if anything, the longer of the two sides requires shortening for the production of a good cosmetic result.
No skin is sacrificed in the operation, and only that small amount of mucous membrane on the border of the cleft which has probably been stretched round from the back surface by muscle pull and is usually thin, poor material, is sacrificed: even this is not removed but is reflected backwards as a flap, until it has been seen that there is ample material to approximate on the back surface of the lip.
It is our custom, in unilateral clefts, to free the smaller element considerably from the maxilla and to anchor the deep tissues of the alar base to any deep tissue available in the region of the nasal spine.
Mr. Gillies, in these cases, frequently turns over a small flap of muco-periosteum from the stump of the alveolar process on the longer side. This small flap comes to lie with its raw surface in apposition to the raw surface of the advanced alar base when the suturing is completed, and so helps materially in preventing the backward contraction of the ala which is so frequently seen.
I have been much impressed by the work of Ritchie, of Minnesota; he considers the alveolar cleft the key to the treatment of the lip cleft and, when the gap in the alveolus is at all wide (more than 6 mm.), carries out a preliminary submucous wiring to approximate the alveolar stumps before reconstructing the lip. When the alveolar gap is narrow, the lip closure in itself maybe relied upon to bring about this approximation more gradually. Such wiring must not be confused with that of the Brophy cleft palate operation: it aims, not at a bodily approximation of the maxille, but at a general easy moulding of the alveolar arch. It appeals to me as a treatment -correct in principle and tending to produce better contour and more regular dentition. Further, it cannot help but simplify the closure of the lip cleft and cut down the necessity for lateral freeing of the elements to a minimum.
Ritchie also goes to considerable trouble to obtain accurate muscle approximation, using electrical stimulation to ascertain the precise upper and lower limits of the muscle in each element.
Though I have not yet had an opportunity of properly trying out these two procedures, I feel justified in mentioning them because of their essential soundness and because I think that the preliminary moulding of the alveolar processes will ultimately replace Gillies's muco-periosteal flap.
In bilateral clefts with protuding premaxilla we carry out the usual premaxillary replacement at the time of closing the lip clefts, but here again I feel that greater success awaits us when we adopt Ritchie's method of bringing back the premaxilla more gradually by wire loops, tightened periodically, before attempting the lip closure.
We never quite know how far the prolabial skin belongs to the lip and how far to the columella. We tend to place it higher and higher in the lip reconstruction, for, in secondary operations, we so frequently have to take it out of the lip altogether, before the nose tip can pass forward into normal position. Wherever it is placed, it is our practice to join to its deep tissues the muscle tissue of the upper parts of the lateral elements, approximating the lower fibres of the un-united orbicularis below the point of the "V."
We use deep catgut stitches for muscle approximation; catgut for the mucous membrane on the back of the lip; and interrupted sutures of the finest ophthalmic silkworm gut, mounted on eyeless needles, for skin and vermilion approximation.
To prevent tension, we use Logan's traction bow, a simple instrument not sufficiently known in this country. When properly fixed it takes all tension off the suture lines and yet leaves the operation area open for inspection, regular cleansing and later removal of stitches. It should be kept in position for about ten days if early stretching of the scar is to be prevented.
Skin stitches are removed in from three to five days for we prefer slight gaping of the wound to the unpleasant cross scar produced by the cutting through of a stitch.
The secondary procedures may be grouped under three main headings.
(1) GENERAL CONTOUR READJUSTMENT.
The commonest contour deformity seen in old hare-lip and cleft-palate cases is flatness of the lip and depression of the nose.
The flat lip is caused by lack of forward projection in the underlying bone and is most marked when the premaxilla has been removed.
The type of depressed nose most frequently encountered is one which is set back as a whole and one whose general line would, if prolonged, meet the vertical axis of the body at a more acute angle than that of the normal nose. I need not refer to the factors responsible for this latter deformity, but we are of opinion that the scar tissue contraction in an antero-posterior direction which follows upon many cleft-palate closures plays a very important part in its production.
As a natural result of the backward displacement of the maxillae, the upper teeth lie well inside those of the lower jaw, creating inefficient mastication and an overprominent lower lip.
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The operative procedure which we employ in such cases has been called " the epithelial inlay." It consists of freeing the lip and nose from the underlying retroposed bone, epitbelializing the raw surfaces of the pocket thus produced, and later filling this skin-lined cavity by a projection from the upper denture sufficiently prominent to give normal contour and carrying artificial teeth, well in front of any normal teeth present, which occlude normally with the lowers.
The Thiersch. graft used is applied on a mould held in position by a special dental splint or fixed to an already existing denture. It need scarcely be mentioned that the graft should be hairless.
When the nose position as a whole is not seriously affected, the undermining is not carried out behind the alar bases but is confined to the central part of the lip and the columella. When the tip of the nose is dragged down and back, the incision in the mouth is carried forwards in the membranous septum and the lip and columella are thus made free to slide forwards on the antero-inferior border of the septum. -The memnbranous septum is reconstructed by suturirrg the columella in its corrected and advanced position.
There are cases in which we carry the skin freeing still further, obtain access to the bony bridge and reduce any undue prominence or breadth by filing, or, fracturing the nasal bones after lateral saw and chisel cuts, reset the whole line of the nose.
Under this heading, however, the main point is the striking improvement in general contour obtained by " the epithelial inlay." (Fig. 1.) (2) READJUSTMENT OF THE Lip.
.I have already mentioned the difficulty we have experienced in determi'ni'ng the extent to which the prolabial skin should partake in the lip reconstruction. In most cases coming up for secondary operation, there can be little question that this skin triangle has been incorporated too low down. There are still many surgeons who, led astray by its pseudo-vermilion margin, make it take part even in the lip margin itself.
In all cases where the nose tip is drawn down it is imperative to take the prolabial skin out of the lip and suture it so high upon the free border of the septum as will allow the tip of the nose to come forward into normal position. The " V "-shaped defect in the lip is closed by simple approximation, the deep tissues being built forward by deep catgut sutures to form a prominence at the base of the columella. This procedure draws in the alar bases and thus improves the nose still further.
We are quite prepared to admit that, as a secondary operation on a unilateral cleft, the usual excision of the scar line by incisions of the Rose type, which equalize the length of the skin margins to be approximated, gives a passable result, but, aiming at a higher standard of cosmesis, we almost always proceed to what we have called the "Cupid's bow" operation.
A lip, broad from above down, straight and flat from angle to angle of the mouth, and with very little mucous membrane showing, is ugly and leaves little doubt as to the origin of the deformity. The lip produced by the "Cupid's bow" operation is of very pleasing nonsurgical type and loses once and for all its hare-lip characteristics. (Fig. 2.) The existing skin-vermillion junction is discarded altogether and a new curved lip border incision is made at a higher level; the skin between this and the existing junction line is removed; and the mucous mombrane, after slight undermining, is drawn upwards and sutured to the new skin edge. The result is an Kilner Gordon Bryan: Hare-Lip attractive short lip, with full mucous membrane, and at least a suggestion of a " Cupid's bow." Incidentally, the lip margin is lengthened by the operation and becomes looser and in better proportion to the lower lip.
(3) READJUSTMENT OF THE NOSE. In some cases nose reduction is called for; in others, the whole line of the nose is deviated to one side or the other, and nothing short of fracturing the nasal bones and resetting the whole bony bridge and septum will give a good-looking result.
Either of these procedures may be carried out, as has been indicated, in combination with one or other of the lip operations. It should be noted that resetting the bony bridge and correcting the deviation of the septum will often correct asymmetrical nostrils which resist all other forms of treatment.
The operation for depressed tip has been considered in dealing with the problem of the prolabial skin.
In some cases, apparently owing to retarded septa] development, the nasal bridge remains seriously depressed. In these cases we usually carry out a cartilage graft from the ribs.
The various procedures for correcting the flattened or kinked nostril are well known.
In cases of serious asymmetry of the level of the nostrils, where nasal reposition has failed, we use a central columella incision, free the central crura of the alar cartilages well into the lobule of the nose, and, sliding them one on the other, suture the edges of the incision in corrected position and carry out any small local excision required for the correction of the slight secondary deformity which this shift produces in the tip of the nose.
Mr. C. W. GORDON BRYAN. I prefer to do the operation within the first three months of life, preferably at the age of three weeks. A point to which I attach the greatest importance is raising the soft parts on the inner side of the cleft very freely, right up round the columella and ala nasi, well into the cheek; in this way the nostril is closed by bringing the inner towards the outer side. I do not find that there is excess of tissue when closing the nostril if the soft parts are freely mobilized and the ala nasi of the outer side sufficiently rotated upwards, inwards and forwards, and I do not remove tissues therefore to make the nostril smaller. In closing the lip, in accordance with the practice of previous speakers, I cut away no tissue but use the red margin of the cleft as a support behind the suture line. At the primary operation I aim at a lip of good thickness and if subsequently it proves to be excessively long and flat make use of the " Cupid's bow " operation; this little operation I have found of the greatest value in producing a pleasant face from an otherwise ugly one.
